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Options Counseling is 
provided per resident's 

request 

Resident decides to 
continue to explore the 
option of  community 

living.  Transition 
program options are 

provided  

If resident chooses CCT 
program Informed 
Consent Form is 

completed  

Transition Coordinator 
(TC) is assigned 

CCT and CTS information 
is provided. Resident 

makes decision regarding 
CCT  participation. CCT 

Informed Consent is signed 
if needed 

Transition options  team 
members are identified by 

resident with assistance 
from TC 

TC informs transition 
options team of resident 

choice and transition 
assessment process 

Resident provided  "Self 
Reflection Guide" and  
"Plan for Community 
Living " to complete 

Transition options team, 
faciliated by the TC, 

completes "Transition 
Assessment" 

"Transition Plan", based on 
resident self assessment, SIS 

(IID) and transition 
assessment, is completed by 

transition options team, 
faciliated by TC                         

Intensive case manager joins 

the transition options team  

Risk Mitigation Plans 
including emergency back 

up plans are developed 
for all identified risk 

factors identified by the 
transition options team  

Availability of community 
based resources/services 

identified on the transition 
plan is determined RFP 
process initated for IID 

residents 

If resident is unable to 
complete skills that would be 

necessary to live 
independently, a plan will be 
developed to provide training 
for the necessary skill or other 
alternatives,  prior to transition 

Referrals are made to 
required 

resources/services by 
appropriate  members  of 

the transition options 
team  

Transition options team 
reviews transition plan to 

confirm that services for all 
assessed needs have been 

obtained and that risk 
mitigation plans have been 
developed for all identified 

risk factors. 

Transition/discharge date 
is established when the 
transition options team 
approves transiton plan 

and risk mitigation. 

Moving date and plan is 
established. Physician 

orders are obtained. Facility 
will complete facility 

specific discharge plan. 
5615 submitted.  TC and 
ICM are  present at the 

facility on day of the move 

Home visits by TC on day 
of move, 1 week after 

move and 30 days after 
move. ICM begins 

monitoring 
responsibilities the day of 

discharge 


